Anetoderma (macular atrophy) is characterized clinically by circumscribed areas of laxity of the skin with herniation or outpouching, resulting from an acquired deficiencyor weakness of dermal connective tissue. It is a rare condition and in most cases the cause is unknown. In the older literature it was described as occurring as a consequence of syphilis, but this association is now so rarely encountered as to merit only a passing reference in the larger textbooks of dermatology. It is not, however, merely of historical interest, as the following case report demonstrates.
Case report
An Asian man, born in 1949,developed a blotchy, red, slightly itchy rash on his trunk, face, neck, upper arms and thighs early in 1977.The eruption appeared suddenly and lasted for about three months before fading spontaneously. As it faded, he noticed different lesions in a similar, but less extensive distribution. This new eruption was asymptomatic and has remained unchanged from its first appearance to the present time.
The patient had come to England from Malawi in 1976. He admitted to several years of sexual promiscuity which ended in the latter part of 1977, and he then had no sexual contacts until January 1981 when he met an old friend who subsequently informed him that she had contracted venereal disease. He therefore attended the Department of Genito-Urinary Medicine (Dr K S Lim). His skin eruption was noted and he was referred to the Dermatology Department.
On examination he had numerous oval, hypopigmented areas of soft, lax, wrinkled skin ( Figure 1 ). The lesions varied in size; the larger ones were bulging and could be indented by the examining finger through a hernia-like orifice. The eruption was mainly concentrated on the trunk where the lesions were arranged along the lines of skin cleavage, but was present also on the face, neck and upper arms. Histology of one of the lesions on the trunk showed an abnormal elastic Investigations carried out by the Department of Genito-Urinary Medicine revealed positive TPHA, FTA and VORL (titre 1 :32). The patient was therefore treated with intramuscular Triplopen 1.25 mega units daily for fourteen days. By July 1981 the VORL titre had fallen to 1 :4.
Discussion
The anetodermas may be classified as primary (idiopathic) or secondary. Of the two types of primary anetoderma, the more common is anetoderma of Jadassohn-Pellizari in which the areas of atrophy are preceded by erythematous or urticarial lesions. Anetoderma of Schweninger-Buzzi is rare, occurs mainly in women and the lesions arise de novo without any preceding eruption. Secondary anetodermas follow certain recognizable inflammatory cutaneous diseases of which the most common nowadays are acne and varicella, followed in frequency by syphilis, cutaneous tuberculosis, leprosy, lupus erythematosus and lichen planus (Goltz & Burgdorf 1979) . Lesions of anetoderma on the trunk may also accompany acrodermatitis chronica atrophicans.
Forty or fifty years ago, syphilis was by far the commonest cause of secondary anetoderma (Chargin & Silver 1931 , Scull & Nomland 1937 , but was apparently seen more frequently in the United States than in Great Britain (Dowling 1927) . The history and positive serological tests in our patient indicate that he had latent syphilis at the time of presentation and that this was the most likely cause of his anetoderma. The lesions of anetoderma secondary to syphilis usually appear in the early secondary stage of the infection, but have been reported as occurring for the first time in tertiary syphilis and have also been noted in congenital syphilis (Chargin & Silver 1931) . Scull & Nomland (1937) described two distinct clinical types of syphilitic macular atrophy which are in fact seen together in our patient: disseminated, symmetrical, atrophic lesions in a pityriasiform distribution on the trunk and scattered, asymmetrical, more well defined lesions which are less numerous.
It seems probable that the lesions of anetoderma result from the destruction of elastic fibres by the inflammatory process; but whether they replace those of the secondary eruption or arise independently remains a point of controversy, since the transition is rarely documented and there is no histological evidence of syphilis in the lesions of anetoderma by the time they have developed.
